the medical perspective, and religious beliefs about leprosy and medieval European practices lingered on. Leprosy's continuing incurability bred an openness towards indigenous treatments, an historical anomaly during this period. Because of a strong missionary involvement alongside the disinterest of the colonial state in India, Christian missionaries acquired a commanding position in the dissemination of western medicine for leprosy, and their perspectives modified further the treatments dispensed to patients. Finally, the responses of Indian patients towards western medicine and its institutions were influenced by the long tradition of persecution of leprosy patients in India, as well as by specific practices in leprosy asylums, and, in the process of interaction, western medicine was moulded further. 4 Section I outlines the evolution of official policy on leprosy in colonial India, and the pressures, global, official, medical, and missionary, which went into placing it squarely within the voluntary sector. Within this wider context, section II examines the missionary leprosy asylums as western medical institutions. I also discuss here the impact of tropical medicine on the leprosy asylum, which I read as a liberating medical intervention.5 In the Conclusion, I review the nature and the limits of medical intervention in leprosy in India during the colonial period. Oral history is used to highlight discussion on western medicine for leprosy and Indian responses to it.
I
The Formation of an Official Policy on Leprosy The formation of policy on questions of health in colonial India was rarely a matter of medicine alone. The areas of highest priority which concerned the colonial state have been identified by Radhika Ramasubban and others as being the health of the army, the European population, and the protection and pursuit of mercantile interests; the health of the indigenous people was peripheral, except when vital interests were threatened.6 As leprosy was not deemed a threat by the Government of India, it was resistant to pressures for greater intervention. The core issue was whether leprosy endangered public health; the 4 For Indian perceptions of leprosy see W Crooke, The popular religion andfolklore of northern India, Westminster, Archibald Constable, 1896 6 Radhika Ramasubban, 'Imperial health in British India, 1857-1900', in Roy Macleod and Milton Lewis (eds), Disease, medicine, and empire: perspectives on western medicine and the experience ofEuropean expansion, London and New York, Routledge, 1988, pp. 38-60. leprosy patient was merely, to use Sander Gilman's phrase, "the image of the disease anthropomorphized".7
Leprosy in India achieved visibility in the second half of the nineteenth century, largely due to its greater visibility internationally. This coincided with an overall concern in the status of public health in India following the take-over by Britain of administrative authority from the East India Company. During the 1860s, the first leprosy census took place, which estimated that there were 99,073 persons suffering from leprosy in British India.8 The first major investigation into leprosy in India was begun by the Royal College of Physicians in 1862 almost by default. In the wake of allegations of a leprosy epidemic in the West Indies they had been asked to advise whether segregation of leprosy patients was necessary. Their wider appeal for information revealed the extent of leprosy in India.
The Report on leprosy by the Royal College of Physicians (1867) drew considerable criticism for its conclusion that the disease was hereditary. Because it was "in favour of the non-contagiousness of leprosy", it considered confinement of patients to be unnecessary. 9 of infection. But there were medical problems in implementation, quite apart from the social dislocation and economic aspects of segregation. T R Lewis and D D Cunningham, who supported the heredity theory, wrote in 1877 of serious and almost insurmountable difficulties ... it would not be sufficient merely to confine those suffering from developed disease, but all those who might in any degree be supposed to be hereditarily disposed towards it ... But had all those predisposed to be secured, how and by whom could the existence of predisposition be determined? ... it is quite uncertain for how long-for how many generations, the disposition may be transmitted without giving any ostensible sign of its presence ... 49 By the 1880s the issue of confinement had become entangled in discussions on the germ theory of disease, and within a climate of growing fears of leprosy epidemics, confinement gained in acceptance, and enjoyed medical support internationally.50
Missionary intervention in leprosy furthered separatism as the leprosy asylum was intrinsically exclusive, though attitudes to confinement varied. The Mission to Lepers did not enforce segregation in its own asylums, but individual asylums supported by it might. The medical beliefs of the asylum managers were only one aspect; at a conference of leprosy asylum superintendents in 1908, the Rev. J Hahn stated that "even if we could accept the findings of the Leprosy Commission as being correct, the disease is such a horrible one ... segregation must be enforced".51 The persistence of belief in hereditary transmission also contributed to support for confinement.52
From the 1880s, segregation increased, bypassing sanitary opinions. Vagrant patients were placed in asylums, which were removed to the outskirts of towns. So, for example, a study conducted to choose an alternative location for the Albert Victor Leper Asylum finally settled upon a site at Gobra, rejecting the views of the Sanitary Commissioner for Bengal, who in 1893 had argued that "Leper asylums in large Presidency-towns should ... be enlarged" on account of "drainage, water-supply and conservancy arrangements".53
These developments were not welcomed by patients, particularly because of the denial of liberty which this involved. Patients often had compelling reasons to leave the asylum; to travel, to earn handsome sums by begging, or to go on pilgrimage, seeking cure by prayer and penance. An officer from the Rawalpindi asylum commented on their great mobility:
We have had in the last two years lepers from as distant places as Calicut, Tibet, Bombay, Calcutta, Madras and Afganistan. Last Segregation of the sexes in asylums was the product of a complex interaction between medicine, missionaries, and the colonial state, and it was widely opposed by patients. Observed in religious sanctuaries for leprosy patients in medieval Europe, the practice continued in the Norwegian leprosy hospitals even after medical intervention there in the 1850s. Medical tolerance for this reveals a strong residue of medieval and religious influences, for there was no scientific evidence that leprosy was transmitted sexually; and the small numbers of children born to patients in asylums made segregation unnecessary as a preventive measure.57 Yet separation of the sexes in asylums in India increased during the 1880s, alongside confinement.58 Missionaries were eager to enforce this.59 Indeed, the donating public in England and Europeans in India expected segregation to be enforced.60
Governmental intervention, always a piecemeal response to pressure groups, made it mandatory in 1888 in all asylums which received government grants.6' The 1920 Calcutta Conference of Leprosy asylum superintendents reaffirmed this practice as a means of preventing births in asylums.62 The commitment to enforcing segregation could be intense; at the Naini asylum, when the new superintendent, Dr A G Noehren, arrived from the United States in 1937, he immediately implemented it, although he anticipated resistance from the inmates.63
As a religious and a medical practice, sexual segregation had a dual lineage, and the indigenous patient had to come to terms with both. In the Indian tradition it was not uncommon for a leprosy patient to be accompanied into exile, and even into the asylum, by a healthy wife. There was great resistance to segregation in the asylums, and it was another factor which deterred leprosy sufferers from seeking admission, and which also prompted escapes. Violations of the rule were often punished by excommunication for those who had converted to Christianity, which suggests that a religious rather than a medical discourse was invoked. Because of harsh conditions outside, patients tried to 55 Several factors converged in the 1920s to transform conditions in leprosy asylums, and improved care for patients resulted. Developments in medicine in the early decades of the twentieth century initiated a break with the past, and redefined the medical representation of leprosy. Microscopic examination and improved laboratory techniques established that patients in the earliest stages of the disease harboured more bacilli than those in the later stages and were more likely to transmit it, thereby constituting a greater threat to public health. Secondly, the preparation of a new medical treatment held the hope of cure for those patients in the early stages of leprosy. The Calcutta School of Tropical Medicine and Hygiene played a leading role in the development and dissemination of this knowledge to leprosy asylums. Sir Leonard Rogers pioneered an injection preparation of the active agents of Chaulmoogra oil, prepared in 1915.72 Rogers summed up the impact of these advances:
From the first I made it clear that I did not claim to cure leprosy in the scientific sense of removing the last lepra bacilli from the body ... I also pointed out the necessity of commencing treatment in a comparatively early stage of the disease to ensure the best results.73
The spread of this altered medical perspective to the asylums was slow and uneven, and often agonizing, for acceptance brought into question the logic of the institutions and their practices: commitment to separation, the identification of ulceration and deformity with leprosy, which had strong religious roots, and their traditional role as sanctuaries. Missionary managers of asylums were caught between medicine and the religious character of their establishments. The Rev. J N Hollister, superintendent of the Almora asylum, wrote to the Mission to Lepers in 1930:
It seems to me that there can be no question of our course. It must be to serve as many whom we can cure, and medically serve, rather than to shelter for the rest of their lives those who have been mutilated in body ... but in whom the disease is no more active.74 W H P Anderson, the General Secretary to the Mission to Lepers, rejected this attempt to undermine the traditional function of the asylum:
Can your Mission and our own, as Christian organisations, be content to see these people without the help that should be given to them in Christ's Name? ... it is fundamental to our working that we should, in so far as we are able, care for destitute and suffering lepers irrespective of whether they offer hope of response to present-day medical treatment.75 He also referred to the expectations of the donating public in Britain. The decision of the government to make grants only for patients who might be cured put greater pressure on asylums to change from their traditional role as sanctuaries.76
The task of dissemination of the new medicine for leprosy was given to Dr E Muir, whom Rogers left as his successor at the This study has considered too the medical practices of Christian missionaries. Leprosy asylums run by the state were not substantially different from those run by missionaries, except for the mandatory religious teaching, which underlined the interpenetration of religious, medical and public notions of leprosy. From the 1920s, conflicts between religion and medicine were felt in the asylums; but, on the whole, there existed for leprosy a consensus which overrode differences and which cut across the colonial divide. This was another sign that leprosy was unique, and this uniqueness calls for prudence in making general observations on the medical practices of Christian missionaries. But the study of leprosy does make glaringly visible the role of religion in medical practice, and this opens up a field of study which has remained underdeveloped so far. Especially in the case of diseases which were charged with religious connotations for Indians, like smallpox, for instance, which many Hindus believed to be the visitation of the Mother Goddess, the experience of missionary medicine followed a course distinct from that of secular medicine.
All of this points to a pluralism of western medicine in India, which has generally been smothered. Sumit Sarkar has discussed the legacy of Edward Said on modern Indian historiography: "The homogenizations to which the Saidian framework seem particularly prone are related, I feel, to major problems in its conception of power ... There is ... the tendency . . . to ascribe virtually unlimited domination to ruling forms of powerknowledge."87 Western medicine in India was not a monolith, nor were Indian patients necessarily passive recipients; this too runs counter to the Saidian orthodoxy; Sarkar adds, "assumptions of total domination foreclose investigations of elements of resistance or partial autonomy, and rob subordinate groups of agency".88 Western medicine in India was not necessarily perceived in binary terms, to be accepted or rejected. Leprosy patients modified medical practices such as confinement and sexual segregation. There were waves of unrest in many asylums in the 1930s and 1940s, a novel development produced partly by the transformed medical situation in the 1920s, and these further modified the culture of the asylum. Protest was not directed at medical practice, but at such factors as food shortages (at the Naini asylum in 1934); and these specific grievances did not necessarily lead to a total rejection of western medicine. An oral history project was conducted in 1991-92 in villages in some leprosy endemic districts of India.93 This complemented the archival historical study, for it moved outside the reach of the colonial state into regions which had been untouched by western medicine for leprosy. Interviews with patients, villagers, and health workers yielded much information on indigenous perceptions of the disease and on the reception of western medicine, all of which underlined pluralism. Perceptions of leprosy varied considerably, even in villages close to each other; in some it was regarded as an illness, in others as a curse, in others both of these notions co-existed. Similarly, attitudes on causation, transmission and cure also varied. The only common factor was a widespread prejudice against leprosy sufferers. Initially, village communities, including patients, were reluctant to accept the bacteriological view of leprosy as a curable disease, but gradually the visibility of cured patients undermined traditional beliefs. Patients who were detected early and had no deformities were more easily accepted back into the fold, but in many cases cure was not accepted so long as the tell-tale physical deformities remained, for these were the signifiers of leprosy, not laboratory reports on the bacteriological status of the patient. Western medicine was most successfully introduced by dialogue and education, rather than coercion.
Oral history cannot extend back into the colonial period, but it can provide pointers and useful correctives. Similarly, the historical study of leprosy is not without relevance to the contemporary medical effort for eradication of leprosy in India, and the well-being of some three million patients. The experiences of western medicine in India, in all their richness and complexity, need to be called up if modern treatments are to be widely accepted.
